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The President’s Message 


The American Society of Dentistry for Children was founded in 1927 by 
a group of men who were cognizant of the general lack of interest shown in 
pedodontics by the dental profession. The founders also realized that the 
dental service furnished to children was, for the most part, inadequate. So it 
was stated in Article II of the Constitution that “The purpose of the Society 
shall be the advancement and dissemination to the profession and the public 
of knowledge of all phases of Dentistry for Children; and in particular its 
relation to general health.” The movement for better dentistry for children 
has not become as popular as the founders, or those who later joined them, 
had hoped. Dentistry for children is still considered a “necessary evil” by 
far too many dentists. The inferior quality of the dental work one generally 
sees in the mouths of children is further proof that children are only tolerated 
and not welcomed in most dental offices. 


Today, when it is so difficult for children to obtain the dental services 
they need, it is encouraging to note that some dental societies are devoting 
one meeting a year to dentistry for children. In February, the Cleveland 
Dental Society will hold its fifth annual “Children’s Dental Health Day” 
meeting. From 9 A.M. to 9 P.M. a program will be presented covering all 
phases of Pedodontics. The Cleveland Dental Society and the other dental 
societies who are sponsoring such programs should be congratulated on their 
farsightedness, They realize that preventive dentistry, to be practiced effec- 
tively, must start with the child, and they want their members to become 
exposed to as much information about children as possible. Such programs 
can have but one result—better dentistry for the children in their communi- 
ties. 


There are many parents who are now convinced that it is important to 
care for the teeth of their children. They have learned from experience the 
results of neglect, and an indifferent attitude on the part of the dentist toward 
dentistry for children is no longer tolerated, If some dentists continue to tell 
parents, “They are only baby teeth, don’t waste money on them”, and if they 
continue to deny children the service they rightfully expect and to which 
they are entitled, it is difficult to believe that such dentists can justify their 
position as members of a health profession, and it is to this group that the 
American Society of Dentistry for Children must direct its appeal and 
enlightening efforts to the ultimate betterment of our profession and the 
public we serve. 

RALPH L. IRELAND 
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The Responsibility of the Orthodontist and 
Children’s Dentist in the Detection and 
Prevention of Dental Abnormalities 


LowRIE J. PorTER, D.DS., F.A.C.D. 

















It is the purpose of this paper to consider 
some of the responsibilities which we must 
assume in the dental care of growing children 
in our practices. The dental profession today 
is, more than ever before, faced with the re- 
sponsibility of the care of children’s teeth, 
together with their future dental and facial 
development. 


It was not long ago that all dentists and 
physicians were expected to be competent in 
the entire fields of dentistry and medicine. 
As time went on, however, these professions 
so greatly developed that it was an impos- 
sibility for one person to be familiar with 
the progress in all of the branches of his 
profession. There consequently evolved in 
these professions certain definitely defined 
fields, such as the rhinologist, ophthalmolo- 
gist, orthodontist, periodontist, etc., and these 
men were expected to have a greater knowl- 
edge in their chosen fields than one who was 
attempting to cover the entire field of medi- 
cine or dentistry. 


Not long ago it was believed that any den- 
tist who was a skillful mechanic could readily 
solve all dental problems. It was found in 
time, however, that even mechanically per- 
fect restorations often resulted in complicated 
periodontal disturbances which were not 
solved by mechanics alone, but required some 
biologic research in the quest of a satisfac- 
tory solution. Not long ago, it was believed 
in orthodontics that, given an efficient appli- 
ance, any case of dental malformation could 
be corrected. After a time, however, it was 
found that many cases did not respond to 
treatment, as anticipated, and even in those 
cases that did respond to treatment, it was 
often-impossible to maintain the result which 
had been achieved. So again the field shifted 
from mechanics to biologic research to help 
us learn something about the etiologic causes 
of the anomaly which we were attempting to 


correct and control. This change in thought 
has brought us to a more logical approach to 
etiology, diagnosis, mechanical therapy and 
prognosis. 

Many sad results have been produced be- 
cause we had treated something in Nature 
with which we were not sufficiently familiar. 
Our promises of success were unfounded for 
we frequently found it impossible to satis- 
factorily correct and maintain a condition 
which we believed to be normal for an in- 
dividual. 

A specialty does not develop spontaneously 
but rather is evolved slowly as a result of 
circumstances which create the necessity for it. 
The development of specialities has brought 
a greater knowledge in these fields and has 
resulted in a rapid scientific development 
which never could have taken place if all 
professional men had been required to be 
proficient in all of the branches of the pro- 
fession. 


Through publications the scientific progress 
in all branches of dentistry and medicine 
have become available to all those who have 
been sufficiently interested to carefully read 
and study in any field. This does not neces- 
sarily mean that any physician would be ca- 
pable of operating on a cyst of the pharynx 
or a detached retina of the eye; nor does it 
mean that a general dental practitioner would 
be expected to operate on a double cleft of 
the palate, or to correct a complicated ortho- 
dontic deformity. It does mean, however, that 
all physicians and dentists should, because of 
the knowledge available through publication, 
be sufficiently broadly educated, to be able to 
recognize certain malformations and abnor- 
malities which may be daily presented to him 
in his practice. If any anomaly seems to be 
beyond his general scope of knowledge so 
that he feels unable to competently advise 
that patient or to personally correct the con- 
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dition, it is his duty and responsibility to see 
that that patient be referred to some specialist 
where a greater knowledge in that particular 
field is available. The day of specialization is 
a recognized necessity and is of infinite value 
in the professions as it allows a division of 
responsibility to the practitioner. The question 
of when and where to recognize one’s limita- 
tions is, however, an important moral issue, 
the settlement of which must rest within one’s 
own conscience. 


The first responsibility in the growth of 
children rests jointly with the general den- 
tist and family physician. The dentist may 
note an abnormality in growth and refer the 
patient to the physician, or the physician may 
note some dental abnormality and refer the 
patient to the dentist, but regardless of who 
notes the abnormality or deformity, it then 
becomes a definite responsibility to determine 
just what should be done for the patient. 


Since this paper is to deal primarily with 
dental abnormalities in growing children, 
may I ask are we able to definitely differen- 
tiate between abnormalities and normalities? 
Is an apparent abnormality in one child a 
normality in another? We have recognized 
for many years that there is no such thing as 
an average normal in a growing individual, 
for each person has his own individual nor- 
mal. One of the first requisites of a com- 
petent practitioner is to recognize his own 
limitations in determining what is actually 
an abnormal development rather than a nor- 
mal growth process, and, secondly, to rec- 
ognize his limitations in the correction of 
abnormalities in growing children where he 
is- dealing with nature in which there is often 
a decided variation in response to treatment. 
We are faced with a grave responsibility for 
we are frequently required to determine on 
evidence presented in an immature child just 
what his future development should be, the 
size and shape of teeth, the development of 
dental arches and the general eventual facial 
contour. How very speculative our guesses 
must necessarily be! A prognosis can never 
be definitely determined when it is essen- 
tially dependent upon hereditary influences, 
possible detrimental effects of muscle pres- 
sures, the frequently. undependable co-opera- 
tion of the child under treatment, and, lastly, 
when a child may be subject to a disturbance 


in metabolism, which is essential for normal 
growth. 

Picture a child with a little pinched face, 
dainty eater, never chews his food and prob- 
ably assimilates very little of what he does 
eat. His arches are small, teeth crowded and 
his whole body seems under-developed. He 
is sub-normal physically and yet the physician 
examines him and finds nothing wrong. Can 
the orthodontist develop the jaws of that 
child to what he believes would be normal 
for the average child? If he did, could he re- 
tain that result? Is not Nature often respon- 
sible for a lack of general physical develop- 
ment, which would result in the impossibility 
of maintaining jaw growth, which has been 
attained by artificial stimulation? What effect 
do the muscles of mastication have on the 
dental arches and facial contour after ortho- 
dontic treatment? While Nature may often 
be justly blamed with eventual orthodontic 
failures, we must not, however, allow our- 
selves to blame Nature, because of our own 
failures in proper diagnosis or inefficient me- 
chanical achievements. Much poor orthodon- 
tic work is being done by those in the spe- 
cialty, as well as many dentists who have not 
given this branch of dentistry sufficient study. 
Even those who have seriously studied this 
subject and who are competent, well-advised 
and sound-thinking men, will have failures 
in the correction of orthodontic abnormal- 
ities, because of the vital influences of un- 
seen and uncontrollable forces in nature. 

I believe it might be well at this time to 
clarify, in your minds, what I believe has 
been a misunderstanding between the ortho- 
dontist and the general practitioner of den- 
tistry. It has been the belief, in some instances, 
that the orthodontist feels that no case of 
malocclusion should be treated by a dentist 
who is not in an exclusively orthodontic prac- 
tice. This, however, is decidedly untrue. 
Orthodontists are quite willing that any 
branch of dentistry be practiced by one who 
has made sufficient study in that field to be 
competent to render a beneficial service to 
his patient, but they are definitely opposed to 
inefficient service which is going to be detri- 
mental to the health of a growing child, and 
rendered by one without a thorough knowl- 
edge of the possible complications in that 
particular field. We must realize that ortho- 
dontics is a health service, involving natural 
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developmental processes, which are bounded 
by definite limitations of growth and that, 
from a health standpoint, it is decidedly not 
an engineering feat of mechanically moving 
teeth. With this brief explanation of the or- 
thodontic viewpoint, let me ask you, how 
can a laboratory, by the examination of plas- 
ter casts, have any idea of the complication 
of an individual case? What opinion can be 
formed without radiographs, a study of facial 
characterteristics, a knowledge of physical de- 
velopment, a consideration of habits and 
hereditary influences, and, most of all, a care- 
ful study and thorough knowledge of the 
characteristics and temperament of the in- 
dividual to be treated? How can a laboratory 
working on a mail order basis possibly diag- 
nose and plan treatment when one who has 
made a special study of this field and then a 
special study of the individual case, is def- 
initely fearful of the correctness of his diag- 
nosis and is daily explaining to patients the 
wide range of possible errors and eventual 
failure through unseen and uncontrollable 
forces? I call your attention to two advertise- 
ments which we believe are misleading to the 
dental profession and may result in untold 
harm to innocent patients. One laboratory 
advertisement says “We construct fixed ap- 
pliances for any case and give full imstruc- 
tions in carrying case.” The other adver- 
tisement says a “specialist” in the laboratory 
“makes correctly and scientifically designed 
appliances for each individual case.” The 
orthodontists have been definitely opposed 
to such advertising laboratories because we 
believe such methods are unsound and not 
worthy of being considered as a health ben- 
efit by the dental profession, which is striving 
to render to the public only services of the 
highest type. 

I believe you will agree that sound advice 
is very difficult to give in many of these cases 
that we see in our practices. We know there 
is a tremendous amount of development from 
infancy to adulthood. Think of the great 
amount of forward and downward growth 
of the jaws as compared to the small amount 
of growth in the upper part of the skull. A 
developing child passes through various 
stages of growth from conception to adult- 
hood. There are apparently definite rapid and 
slow growth periods, although, of course, we 
know that this is an average and will vary 


somewhat in different individuals. The period 
of most rapid horizontal growth takes place 
from the first to the eleventh month after 
birth, at which time the first of the deciduous 
teeth usually erupts; the second most rapid 
growth period is from the fourth to the sev- 
enth year and the third is from the sixteenth 
to the nineteenth year. These periods of 
growth not only affect the teeth and jaws but 
the face and the entire body. 

During the first rapid growth period the 
orthodontist is not generally called upon, but 
the family dentist and physician should watch 
carefully to see that the child is developing 
normally. Sucking is an essential habit dur- 
ing this period, not only for food, but also to 
stimulate growth through the exercise of the 
jaws and the facial muscles. A prominent 
New York pediatrician states that a child is 
apparently born with an innate desire for suck- 
ing and that in either bottle feeding or breast 
feeding, a child may have gotten enough food 
before the sucking desire has been satisfied. 
He believes that the child, if not fed for a 
sufficient time to satisfy that desire, will suck 
his fingers or a piece of cloth, or some other 
thing until the desire is satisfied. This may 
be one of the original causes for thumb suck- 
ing which becomes so very detrimental in 
many cases of oral mal-development. 

There is some controversy as to the effects 
of thumb sucking. Although we see cases in 
which the habit has been apparent with no 
ill effects, I am quite convinced, however, 
that if the habit is continued persistently to 
as late as four or five years of age, that the 
majority of cases will have been mal-directed 
in growth. One of the most successful treat- 
ments for the correction of this habit has 
been the use of a liquid called “Stop,” which 
is painted on the fingers before retiring. The 
disagreeable peppery taste will often correct 
the habit. This treatment is particularly good 
for those who persist in this habit during the 
sleeping hours. This remedy can be obtained 
from the Corrective Guild, 606 South Hill 
Street. Los Angeles, Cal. 

For those children who persist in sucking 
habits during waking hours, I find an excel- 
lent corrective treatment is to give them def- 
inite times each day for the sole purpose of 
thumb sucking. The child should be placed 
before a large mirror and made to suck the 
thumb five minutes twice each day. This pro- 














. a a a a i a ae ae ee Sa Se ey 


a ee, a ee i ee i ee i ia a 











Journal of Dentistry for Children 5 


cedure should continue for as long as the child 
persists in the habit. He will soon become so 
opposed to those periods that he will break 
the habit, after which he will no longer need 
the enforced sucking periods. 


Dr. L. M. Waugh has shown the tremen- 
dous development of Eskimo jaws which is 
due to the chewing of hides, frozen fish, 
bones, etc., while our children, who have been 
protected and fed soft foods where muscular 
exercise of the jaws is unnecessary, have often 
failed to develop normally. Dr. Alfred Rogers 
has demonstrated the necessity of muscular 
exercises for normal development and nor- 
mal maintenance of growth gained through 
orthodontic means. 


The second period of growth, from four to 
seven years of age, is a very important period. 
During that time a child should be getting his 
most rapid lateral jaw growth, to prepare suf- 
ficient space for the eruption of his perma- 
nent teeth. During this time, the dentist must 
recognize any anomalies which may later be 
of serious consequence. He is called upon for 
careful restorative work in establishing con- 
tact of decidous teeth, for the deciduous teeth 
play an important part in maintaining arch 
form. The dentist and orthodontist may con- 
sult during this period to determine whether 
or not the oral growth is in accord with gen- 
eral body growth, and if not, may instigate 
some means of growth stimulation. Growth 
cannot be gained in a child seven years of 
age, to the degree which is normal at twelve; 
so it is wise, perhaps, to give a short period 
of development and then a rest period with 
perhaps more treatment at a later date if other 
complications should occur. I believe one 
thing should be very clear in the minds of 
dentists, orthodontists, and the public—that 
development can only be given to a child to 
the extent which is normal for that child at 
each stage of development and, that develop- 
ment, whether through normal growth or 
through orthodontic stimulation, can only be 
complete after the entire facial growth has 
been completed. This would likely not be be- 
fore a child is fifteen or sixteen years of age. 
Thus a child requiring some treatment at 
seven years of age may only need a short 
treatment at that time or he may need inter- 
mittent treatments for several years, but by 
all means he should be under orthodontic 


observation until he has completely developed. 
If this is carefully explained to our pa- 
tients before starting treatment they will not 
continually worry about how long the treat- 
ment is going to take, but rather, they will 
be thinking in terms of growth, realizing 
that growth can only be gotten as rapidly and 
to the same extent as a person’s normal de- 
velopment. 

A child under orthodontic treatment is an 
abnormal child, needing care until that ab- 
normality has been corrected, and then fol- 
lowed through a period until we are rea- 
sonably sure that other complications do not 
occur to destroy the results gained or until 
we have brought that child into as near a 
normal development as is possible in that 
person. We are dealing with growing in- 
dividuals and are limited by the power of 
growth present in that child. 

The third rapid period of growth is from 
sixteen to nineteen years of age. It is during 
this time that the third molars are developing 
rapidly. An impacted third molar may readily 
cause a crowding of other teeth whether the 
patient has been under orthodontic treatment 
or not. Consequently this is an important 
stage of development for the dentist to watch, 
x-ray, and advise his patient as to the proper 
procedure. 

There are many cases which develop nor- 
mally without orthodontic treatment. Many 
conditions which may look abnormal may 
eventually develop normally. Many cases are 
being treated orthodontically which should 
never be treated. On the other hand, we must 
not depend too much on Nature, for there are 
cases having a tendency toward abnormal de- 
velopment which would be greatly benefitted 
and much treatment avoided if they had some 
type of mechanical stimulation for a short 
period of time and occasionally at a rather 
early stage of development. 

The pendulum has swung both ways. Some 
men have wrongfully treated every case com- 
ing to their offices. Others have tended to 
depend too much on nature for correction 
and have neglected cases which should have 
been treated. Providing we have studied the 
subject sufficiently to have ample knowledge 
for sound judgment and advice, we can then 
conscientiously tell our patients which cases 

(Continued on page 26) 
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We are publishing herewith, the en- 
tire text of a letter recently received 
from Dr. W. J. Taub, Secretary-Treas- 
urer of the New York State Society of 
Dentistry for Children. Suggestions and 
comments are in order and should be 
addressed to the Editor. 
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To the Editor: 


An abundance of solemn editorials and 
“lip service” by officials and editors of our 
local, state and national dental societies has 
appeared in the past few years, calling atten- 
tion to the serious needs of children for den- 
tistry. The pages of this journal have cer- 
tainly expressed the dire situation most elo- 
quently too, but not one of these mere words 
has preserved a single decayed first molar. 

Obviously, words will not do the job and 
the movement to provide adequate dentistry 
for children must be put into action and 
every conceivable means adopted to make it 
effective. 

While the worthy and essential purposes of 
the American Society of Dentistry for Chil- 
dren in the “advancement and dissemination 
to the profession and public, of knowledge 
of all phases of dentistry for children”, are 
commendable, the task is too great for one 
comparatively small organization with lim- 
ited means and we must secure active aid 
and participation in such a project, by the 
A.D.A. and all its components. 

Though it has been said time and again, 
it is imperative to pound away at the shame- 
ful ravages caused by the prevalence of per- 
functory and inadequate dentistry for chil- 
dren. In the effort to create a willingness on 
the part of most dentists to provide real 
dentistry for children, I believe ours has, so 
far, been a lost cause. It almost seems that 
only a severe economic depression would 
arouse the desire of many dentists to under- 
take children’s dentistry and then only be- 
cause they need the work. 

My observations of an extensive amount 
of worthless dentistry inflicted on children, 
as well as much of the need entirely ignored, 
correspond with those of most other interest- 
ed observers and I am convinced that over 


the past 20 years, this condition, rather than 
improving, has become worse. 

To remedy the situation we must of course 
begin at the begianing. When, and if, only 
those, possessed of sufficiently high character 
and determination to do all they are relied 
upon to do, whether or not it is the most 
profitable or pleasing at all times, are selected 
to enter upon the study of dentistry, then 
indeed we would be off to a good start. How- 
ever, since we are too often likely to have 
those who believe their ethics lie entirely in 
the physical appearance of their dental office, 
signs and stationery, and have nothing to do 
with the dental service rendered, our ob- 
stacles are still large. 

All dental colleges must of course come 
to follow the splendid example some have 
already shown in establishing departments of 
pedodontics and in enlarging their scope and 
importance. 

Among the practicing dental profession, a 
sufficient number of qualified dentists should 
be encouraged into specialization in adequate 
and complete dentistry for children, or pedo- 
dontics. 

When pedodontics has become a nation- 
wide established specialty, as represented by 
a goodly number of recognized specialists, 
then and only then, will the vital importance 
of good dentistry for children become fully 
recognized by the dental and medical pro- 
fessions as well as the public and all respon- 
sible authorities. 

Contented and successful specialist in pe- 
dodontics are not likely to be recruited from 
among recent graduates, but most come from 
those long enough in general practice to have 
become deeply impressed with the deplorable 
and often irreparable destruction arising from 
dentistry’s neglect of children. To the dentist 
who has seen countless numbers of such vic- 
tims of dentistry’s shortcomings, the profound 
satisfaction attained in pedodontics, well 
done, will be sufficient recompense for giving 
up the lure of so-called “greener pastures” in 
other seemingly more dramatic and lucrative 
fields of dentistry. On the economic side, one 
need not suffer for practicing pedodontics. 
With little effort, any competent dentist can 
adopt the various simple and effective meth- 
ods of approaching this problem, as they 
have so adequately been expounded time and 
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again by outstanding members of the A.S.D.C. 
In comparatively short time, the practice of 
pedodontics can become one of the most en- 
joyable and at the same time prove to be eco- 
nomically sound and profitable. 

The very act of a large number of men 
establishing a specialized practice of dentistry 
for children, in itself would be highly effec- 
tive in directing a greater number of dentists 
into the essential interest in children’s den- 
tistry, which interest we seek to arouse. It 
takes a challenge to arouse most people and 
we all know those dentists who consider every 
specialist a challenge to their own skill. 

If the profession is thereby aroused to take 
up the challenge of good and adequate den- 
tistry for children, we will have achieved our 
purpose. 

If these ideas are sound then a plan of 
action must follow. I believe there is a suffi- 
cient number of fully seasoned and competent 
dentists scattered throughout the country who 
would be happy to conscientiously enter the 
specialty of pedodontics, if a reasonably ac- 
curate means of determining the prospects of 
successful support and co-operation by their 
fellow dentists were available. For an individ- 
ual to attempt a private survey of this kind 
is both difficult and inconclusive. However, 
if organized dentistry should initiate such a 
survey through existing channels and publica- 
tions, such as those of the A.D.A., complete 
and authentic data could be compiled to 
show how many specialists are needed in pe- 
dontics and where they are needed. 

I am impelled to such critical thoughts and 
a call for action in this matter of adequate 


dental service for children by the many jus- 
tified complaints we all too frequently hear 
from parents, who upon becoming aware of 
the wretched oral condition of their child, 
lose confidence in all dentistry, because some 
dentist had supposedly been giving that child 
regular dental care. To overcome this distrust, 
created by thoughtless dentists themselves, 
makes the task of all who would be thorough 
in pedodontics, all the more difficult. 

We can find no fault with the dentist who 
for one reason or another, does not choose to 
do dentistry for children, so long as he is 
frank about it and will refer the juvenile 
patient to someone he knows will perform 
thorough pedodontics. However, those we 
must fear and reproach are the unduly large 
number of dentists who will go through the 
motions of performing dental service for chil- 
dren in the easiest, cheapest, most inadequate 
and perfunctory manner, which all too often 
proves more harmful than no dentistry at all. 

Suh prostitution of dentistry is a serious 
reflection upon the integrity and skill and 
ability of the entire dental profession and 
particularly upon the thousands of dentists 
who are just as sincere and painstaking in 
their dentistry for children as they are with 
their most “important” adult patient. 

It is my earnest hope that organized den- 
tistry may see fit to take some action in this 
direction. 


William James Taub, 


609 Western Ave., 
Albany, N. Y. 








specialized function of mastication.” 





Q—W hat is the significance of mamelons on newly erupted centrals? 


A.—“Each labial lobe terminates incisally in a rounded eminence which is known 
as a mamelon. Mamelons may be seen only at the time of eruption because soon after 
they are worn down by mastication. In rare instances when a tooth is out of align- 
ment with the normal arch so that it receives no direct stress in mastication, mame- 
lons may still be observed in adult life. The mamelons probably aid the process of 
eruption in that they cut out their way more readily through the gingiva. Soon after 
eruption, their usefulness having been served, the mamelons are worn away by the 
stress of mastication, leaving an even sharp margin which is better suited to the 


R.—Diamond, Moses. Dental Anatomy. (p. 33-4.) 
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AROUND THE COUNTRY— 














Lt. Colonel Brauer was unable to read his 
paper before the States Officers’ program at 
the recent A.D.A. meeting in Chicago. His 
boss, General Mills, stated he sent John to 
Hollywood on a hurry up call to assist with 
the production of an army dental picture 
now in the making. And so our John lands 
in Hollywood! 


And we have just learned that Lon Morrey 
spent a week with John in the movie center— 
and both men have returned to their respec- 
tive jobs. 


Our New York unit is first in line with 
a New Year’s pledge—"“A campaign to mul- 
tiply our membership.” Past President Bob 
Heinze of Brooklyn has already turned in a 
gratifying number of applicants for member- 
ship. President-Elect Dave Ast and Secretary 
Jim Taub promise to double Bod’s efforts. 
Good work—and may the best man win. 


Early reports indicate a record enrollment 
for Gene North’s clinic—“Helpful Tech- 
niques in Dentistry for Children,” at the 
Greater New York Annual Better Dentistry 
meeting. It seems that Gene presented one 
of his “million dollar clinics” to a large gath- 
ering of Albany, Schnectady, Troy and sur- 
rounding area dentists. This probably ac- 
counts for the increase in membership. Gene 
is connected with the University of Buffalo 
Dental School. 

President Ireland will appear before the 
Cleveland Dental Society in their annual 
Children’s Dental Health Day program, early 
in February. Ralph is expecting our editor, 
Al Seyler, who is also on the program, to 
show him the night life in Cleveland. 

Planning ahead? Well, sir — President 
Elmer Pammenter, Director of Operative 
Dentistry at the Eastman Dental Dispensary, 
Rochester, New York, is busy rounding out 
the program for the annual meeting and 
luncheon, to be held in conjunction with the 
annual meeting of the New York State Den- 
tal Society, in May, 1945. Watch your Jour- 
nal for complete announcement. 


Bob Heinze will be triply busy at the New 
York annual. Bob is chairman of the Cre- 
dentials Committee, the Organization Com- 
mittee, the joint Medical-Dental Committee 
of Greater New York. He is also lending 
tireless effort in behalf of the A.S.D.C. 

Don S. Goudey is the newly elected presi- 
dent of the Southern California branch of 
the A.S.D.C. Nice going, Don. 

Elsie Schildwachter continues as the dy- 
namic secretary of the Southern California 
branch—despite her heavy schedule in the 
office and the Society. Elsie and her husband, 
Ken Lewis, spent six weeks in Mexico com- 
bining business with pleasure. They returned 
home in time for Christmas. 

Our busy secretary, Mott Erwin, has at last 
found some time which he can devote to his 
private practice. Mott has been pretty much 
tied down with a very heavy teaching 
schedule. 

Lt. (J. G.) C. W. Hocking, a member of 
the A.S.D.C. branch of Rhode Island, is now 
in the South Pacific fracas around the Saipan 
theatre. The Journal was sent to C.W. at 
Nicosia, Cyprus! Now that must be far away 
from home—but does anyone know where? 
[Editor's Note—yes, ask Mott Erwin.) . 

Henry F. Mace, M.D., State Department of 
Education, Albany, New York, made a sam- 
pling of 15,000 examinations of applicants 
for entrance into the army and found that 
“Dental defects as a disqualifying cause have 
been very much minimized. Only three were 
rejected because of this defect.” Perhaps our 
Physical Fitness Program and the coopera- 
tion of the home front dentists has made this 
“better showing” possible. 

The Journal. of School Health recommends 
a “thorough physical examination for all chil- 
dren on or before admission to school and 
at such regular intervals thereafter as may be 
deemed advisable; at least an annual, prefer- 
ably semiannual, dental attention for every 
pupil.” 

Basically this corresponds to the same rec- 
ommendations made by the Institute on Den- 
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tal Health Economics, in Ann Arbor last 
May. Perhaps were are getting close to com- 
pulsory pre-school dental care before we are 
prepared to handle it. 

Voluntary prepayment plans for improved 
distribution of dental care are getting quite 
a “workout.” The “Purple Cross Plan for 
Dentistry” (following the general principles 
of the Blue Cross Hospital Plan) suggests en- 
rolling only children while under 16 years of 
age, but to carry them through life once they 
are insured. The suggested fee “might be 


plete and unbalanced.” Come on Harry Strus- 
ser, let us hear your propositions. 

AGAIN — IF THERE IS NO NEWS 
FROM YOUR PART OF THE COUNTRY 
IT IS BECAUSE YOU DID NOT SEND 
IT TO THIS DEPARTMENT. Why don’t 
you get busy NOW and send some news? 

The fourth edition of Walter McBride’s 
“Juvenile Dentistry,” will soon be off the 
presses. In our humble opinion, this text is 
the most readable teaching material on Den- 
tistry for Children so far available. Congrat- 











$8.00 per child per year.” 

The Second District New York Dental So- 
ciety urges that the N. Y. State Society” sub- 
mit some propositions for dental service to 
the Temporary Commission on Medical Care 
—Health plans without dentistry are incom- 


ulations, Waiter! 











This department is conducted by Stan 
Brown. Please direct items of interest to 
him at Ithaca, Michigan. 




















a a ee ee ee ee ee ee ee ee ee ee 








From Our Secretary 


As the present time of the year is entered it becomes the duty of the Secretary to effect 
collection of the annual dues of the membership. Statements will have been sent directly to 
the individuals not affiliated with State Units. In the instances of State Unit memberships 
the Statements will have been sent to the Unit Secretaries who are hereby directed to afhx 
their Unit dues upon the statements and mail them out locally. As in preceding years, since 
this procedure was adopted, unit dues received by the national Secretary will be refunded 
to the Unit. This system affords an opportunity for the Unit Secretaries and myself as national 
Secretary to co-ordinate more accurately the detail of our membership files. 


When you receive your statement remit YOUR DUES PROMPTLY. 
This act of co-operation will greatly facilitate matters and assure greater 
satisfaction to the membership and all officers. 


aa 





At the close of the year 1944 the following data are offered as a review of the member- 
ship statistics. The total membership is 480, 49 of whom are new members. New York has 
the largest number totaling 55; Massachusetts is second with 51; Michigan is third with 33; 
Missouri fourth with 29; Pennsylvania with 26 is fifth. The rest of the detail is self evident 
as printed. As anticipated by your Secretary, circumstances of the war and military require- 
ments for dental personnel have taken a substantial number of our members. Additionally, 
I am sure that many of the “drops” represent members who have entered the armed forces 
and failed to so notify me as Secretary that they might be continued as inactive members for 
the duration of their military service. 


In co-operation with the new Editor, the Secretary has, by means of return postal cards, 
accumulated data pertaining to the membership from which a Roster could be compiled. 
Elsewhere within the pages of the Journal this listing may be found. Unfortunately many 
members failed to comply with the Secretarial request to fill in their card and promptly 
return it and therefore, even though we tried to fill in from the master files, some may be 
inaccurately listed or omitted. Generally however the list will be found complete and a handy 
reference to keep. 


With the increased demands on our available time it follows that the element of human 
fallacy has increased in administrative affairs. The patience and understanding of all so 
wronged has been appreciated and it is with some degree of assurance that these circum- 
stances will be improved, that we turn the final pages of 1944, and open our books to what 
we trust will be the year of Victory. 








I EE ET I TE TT ee ae 





Dr. R. M. Erwin, Jr., Sec’y. 
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Minimum Operative Services to Develop 
Healthy Children—A Survey of 
Dental Teacher Opinion 











Introduction 

This is a progress report of a survey of 
dental teacher opinion regarding the mini- 
mum dental services necessary for the op- 
timal health of children. This survey was 
conducted by the American Society of Den- 
tistry for Children for the Council on Dental 
Health of the American Dental Association. 


History 

On December 7, 1942, a letter was sent 
to Dr. Emory W. Morris, Chairman of the 
Council on Dental Health, offering the assist- 
ance of the American Society of Dentistry 
for Children to the newly organized Council 
on Dental Health. In September, 1943, Dr. 
Morris requested the Society to provide the 
Council on Dental Health with the answer 
to the question, “What are the minimum 
dental services necessary for the optimal 
health of children?” Dr. Morris pointed out, 
“The only method that I see at this time that 
can be employed to secure the type of in- 
formation we want is to utilize every avail- 
able group within the profession and ask 
these groups to take specific phases of our 
problem and bring in the answer. It seems 
to me that the American Society of Den- 
tistry for Children would be the logical one 
to take up this assignment and provide us 
with the answer. In this way the Society would 
be contributing toward the national program 
and would be providing us with information 
that should hold water because it comes from 
a group of men who are devoting much time 
to study and work in this particular field”. 

Dr. Morris was notified that the Society 
would be happy to assist the Council on Den- 
tal Health and would accept the assignment. 


Purpose and Procedure 
The initial work of two Subcommittees of 
the Council on Dental Health (the Low In- 
come Committee and the Pre-Payment Com- 
mittee) has been concerned with methods to 
provide dental care for the low-income group 


and an endeavor to determine if the pre- 
payment principle could be applied to 
dentistry. 

It was thought that the most urgent need 
that we have in any consideration of a pro- 
posal for a universal pre-payment program 
for children would be an adequate definition 
of the dental services which should be pro- 
vided for children. The proposals and think- 
ing that we have had to date on this subject 
usually have been based on established clin- 
ical practice—a practice which may be dic- 
tated by mediocre operators who are com- 
pletely uninformed in regard to the growth 
and development of children and a practice 
that does not have as its objective the com- 
plete care of children’s mouths in a manner 
that is best, and still reasonable, for each in- 
dividual child’s growth, development, health 
and democracy. 

To compile a list of services in terms of 
the health, growth and development of the 
individual child patient, it was decided that 
the major portion of this survey be delegated 
to the teachers in the dental schools of the 
United States. 

A questionnaire was formulated and sent 
to the teachers of pedodontics in all of the 
dental schools in the United States. The let- 
ter which accompanied the questionnaire 
stated, “Granted, for example, that a com- 
pulsory pre-payment plan will provide funds 
to supply those dental services which are 
essential for the growth, development, health 
and democratic living of each individual pre- 
school, elementary school, junior and senior 
high school child (a period from 3 years to 
18 years), what services should be included 
in this program of dental care? We are not 
interested in this survey to secure a list of 
procedures which will provide the most esthe- 
tic forms of dental restorations or the most 
ideal in occlusal relationships except in so far 
as esthetic restorations and occlusion are con- 
sidered essential to the health, including the 
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mental health, of a developing child.” 

Each teacher was asked to secure a com- 
posite opinion from his own department, the 
departments of orthodontics, operative den- 
tistry, oral surgery, histopathology, periodon- 
tology, and pediatrics, and then answer as 
scientifically as possible the following five 
questions: 

1. Exactly what operative services should 

be included? 

a. For the 3-6 year group. 
b. For the 7-12 year group. 
c. For the 13-18 year group. 

2. Should mouth habits be broken and re- 

sultant malocclusion be treated? 

3. If answer to question 2 is “yes”, please 

state which ones. 

4. Should other orthodontic treatment be 


5. If answer to question 4 is “yes”, please 
list the conditions that should be 
treated. 

The answers received from this question- 
naire were recorded, carefully studied and a 
list of operative services was then compiled 
for each age group. Copies of these lists were 
sent to all who answered the first question- 
naire for their approval or rejection of each 
service listed. The participating dental teach- 
ers also were asked to answer the question, 
“Would your earlier reply to the question- 
naire regarding the minimum dental services 
necessary to preserve a child’s health have 
been different if funds were to be provided 
by voluntary payments?” 

Results 
The operative services for each age group 








included? and the recorded vote for each service follow. 
SERVICES 3-6 YEAR GROUP YES NO 
1. Examination and prophylaxis 
a. Examination and prophylaxis at intervals depending on patient-need 
or caries- susceptibility MeL ead one reer TN eee 19 
b. Posterior Bite-wing radiograms at least once per year. eats Werk ea 14 3 
c.. Other radiograms as needed to study development, detect anomalies, o1 or 
diagnose root end conditions .............. eer ey 19 
2. Restoration of carious teeth 
a. Stlver‘amalgam: (posterior teeth)... ok ee i ccs os 19 
b. Silver alloy or low cost metal castings for posterior ‘teeth that cannot 
be restored adequately by plastic filling materials................. 18 1 
c. Silver amalgam or silicate cement (anterior teeth) .. ....... oe 
d. Anesthesia and bases to be used on individual diagnosis........... 19 
3. Pulp treatments 
a. Dp pele... . 6. e see. gene Anidtcn, rene me ek Meee 12 i 
b. Partial pulpectomy for vital exposed pulps 15 3 
c. Do you think putrescent primary teeth should be treated and root 
canals filled and this service included as essential?... ..... eed Mp 12" 
4. Pedodontic appliances 
a. Appliances to maintain space and prevent malocclusion when indicated 16 3 
5. Treatment of mouth infections.......................00000.. 19 
6. Extractions 
i; NUFEROUIMUIMCROEE II So. oe M98 h ee rare ssc uolae km lala are ee 19 
i SUN os Lc ov ahaa deeaawrenee exes raneNs 18 1 
iC FID PARKOUR CAGEN I 2 sidis hn ed's cists Mee es ae 17 2 
d. Local or general anesthesia ................ 02s sees ee eee eens 19 
7. Surgery 
a. Any surgical procedure necessary for the health of the child........ 19 
Deen cee es OR... «.. oi end. ce ec sees 19 


*Controversial. 
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SERVICES 7-12 YEAR GROUP YES NO 
1. Examination and prophylaxis 
a. Examination and prophylaxis at intervals depending on patient-need 
I 6.655 5 85:6.06 KRS ER ETN Rae ORS 19 
b. Posterior Bite-wing radiograms at least once per year.............. 16 3 
c.. Other radiograms as needed to study development, detect anomalies, or 
PIRES TOCRERNICOMAITIONS =e 5 oes es vege uecneidete eres 19 
2. Restoration of carious teeth 
a: -Bilverminalggm (MOmMeniOr OEE)... 6 oc cb eke ee een 18 
b;. Gilicuvescement Canterior 06th) oc sas ec dines tee ndeuns 18 1 
c. Gold castings with silicate window for fractured permanent incisors.. 17 1 
d. Gold or silver alloy castings for hypoplastic permanent posterior 
teeth, or broken-down young permanent teeth that cannot be restored 
adequately by plastic filling materials .......................4.. 17 2 
e. Anesthesia and bases to be used on individual diagnosis............ - 19 
3. Pulp treatments 
ne LOTT PCT ECR TOR CET TET OR OT ene Tere 16 2 
b. Partial pulpectomy of vital exposed pulps....................... 17 2 
c. Complete pulpectomy of vital exposed pulps........ ............ 13 5* 
d. Treatment of putrescent young permanent teeth and filling canals. . 15 4 
4. Pedodontic appliances 
a. Appliances to maintain space and prevent malocclusion when indicated 16 3 
D2 RDM RE TINUE AERO CEIONNS ooo a5 a esis sss icin icye x Sie as aa ere'n lee 0s 18 
6. Extractions 
aE RON Y 28s Fis celles a Sueteraions muses esas osc get ee ero 19 
PIII 5 v's avuin ocean eaaen iene e ss kene peeve ees 19 
oN Se ee eee ree ee er re ree ee 17 1 
d.dincalor ipeneral atestinesig oo. s is 6 ete bg Sees be Se Le ss 17 
7. Surgery 
a. Any surgical .procedure necessary for the health of the child........ 19 
b. Root resection of infected permanent anterior teeth............... 15 2 
ere eee ee 19 
SERVICES 13-18 YEAR GROUP YES NO 
1. Examination and prophylaxis 
a. Examination and prophylaxis at intervals depending on patient-need 
I 5 o605.0 py oon. d 5 Bown ndey 2400 eee ROS 19 
b. Posterior Bite-wing radiograms at least once a year............... 17 2 
c.. Other radiograms as needed to study development, detect anomalies, or 
GIGBNOSE TOOL ENA CONGHIONS oc. 5a chs cs pee are ee weenie nee 19 
2. Restoration of carious teeth 
a. ‘Silver.amaloam (posterior teeth)... 22. 66s ieee ewe ocnee 17 2 
b. Silicnte cement (anneriog teeth)... |... =... on oie cos eeecawcee ccs 19 
c. Gold castings with silicate window for fractured permanent incisors.. 18 1 
d. Gold or silver alloy castings for hypoplastic permanent posterior teeth, 
or broken-down young permanent teeth that cannot be restored ade- 
quately by, plastic filling materials... 55.0.0 6506 5: cee staves 18 1 
e. Anesthesia and bases to be used on individual diagnosis............ 19 
3. Pulp treatments 
ASG MRS RMON cts, ns ou thoes Cala 2s gs ben SENS a oen ee ere a ceeds ears 18 1 
b. Partial pulpectomy of vital exposed pulps.....................-- 10 6* 


*Controversial 
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SERVICES 13-18 YEAR GROUP (Continued) YES NO 
c. Complete pulpectomy of vital exposed pulps..................... 16 3 
d. Treatment of putrescent young permanent teeth and filling canals.... 16 3 
4. Restorations and appliances 
a. Prosthetic restorations to replace missing teeth (fixed or removable)... 15 3 
b. Appliances to maintain space and prevent malocclusion............ 17 2 
5. Treatment of mouth infections .....................0...2.0200005. 18 
6. Extractions 
e. DO OUD... eben ccs i Scapa acai at Sate erate Ri ee 19 
IN GID, 5 oven dang acs Pein d too ea aoe Rae 17 1 
CC: AUR CNN eo: a's aac sores Siarnly Sis vei ois > aieiaia se one a gr RS ees 19 
d:, Vocal or: general anesthesia <0 5.2 eee cleat ee ee een ee en 19 
7. Surgery 
a. Any surgical procedure necessary for the health of the child........ 19 
b. Root resection of infected permanent teeth........... .......... 17 2 
8: ‘Patient educanony oc oon eenin win ooo nie no tai ke 19 
YES NO 





Would your earlier reply to the questionnaire regarding the minimum ade- 
quate dental services necessary to preserve a child’s health have been 
different if funds were to be provided by voluntary payments?....... 3 15 
Respectfully submitted, 
KENNETH A. EASLICK 
RALPH L. IRELAND. 





*Controversial. 
MEMBERSHIP STATUS, JANUARY 1945 
Memb. New Memb. New 
State Active in Arm. Memb. Drops State Active in Arm. Memb. Drops 
Forces Forces 

Alabama ....... 1 a Say tete Nevada ........ 1 Be oe, ee 

Arkansas ....... 7 eS a 1 New Hampshire. 5 - «3 3 

California ...... 15 5 ae New Jersey ..... 21 me 2 3 

Connecticut .... 6 1 ) New York ..... 55 5 7 10 

Washington, D.C 7 a N! 2 North Carolina . 1 : : 2 

US ae 1 1 eee 3... ee ree 12 a i 1 

Georgia ....... 3 hee arc: Oklahoma ...... 1 - P ie 

ae, eee me fuse! sh ee Cee ........ 6 2 %. 4 

Illinois ........ 14 1 , 3 Pennsylvania ... 26 5 = 

Indiana ........ 3 1a 2 1 Rhode Island... 3 1 1 

MOUS 5s ooctieiace Sve: we a 1 South Dakota... 1 ae 

Kentucky ...... 4 yes 2 Tennessee ...... 18 5° ee 3 

Louisiana ...... 9 2 ie Temas: ji. 6. cus 22 3 3 4 

Maine ......... Z gS | ee 2) ee 3 a 1 

Maryland ...... 2 4 - 2 Vermont ....... 1 J. 

Massachusetts ... 51 9 12 9 Virginia ....... 1 bs 

Michigan ...... 33 ae 3 10 Washington .... 2 1 2 

Minnesota ...... 16 1 * 4 Wisconsin ..... 3 1 

Mississippi ..... 1 i te: Wyoming ...... 1 1 

Missouri ....... 29 1 - Ss Canada: . oo 6sse 8 

Montana ....... 6 OP =) Mss Foreign . 7 

Nebraska ...... 16 oe 1 9 —-_ - -—- = 
Totals 420 60 49 89 


Dr. R. M. ERWIN, JR., Sec’y. 
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The trend of dentistry in a post-war world is a subject engaging the minds 
of our leaders in the profession and is of serious concern to all who are 
interested in the future of our profession. Dr. John Oppie McCall aroused 
interest as well as some controversial comment, by his article in the Journal 
of the American Dental Association (Jan., 1944), under the title “Dental 
Practice and Dental Education in the Future; With Consideration of Social 
and Health Aspects.” In the last issue of the Journal of Dentistry for Children 
he has amplified his ideas about the training of Dental Hygienists and their 
part in taking care of the teeth of children. His ideas are certain to cause a 
lot of discussion and the advancement of other ideas along this line. 

I do not propose to discuss his ideas about the care of children nor do I 
wish to agree with his plan for training hygienists to care for this most impor- 
tant branch of dentistry. I do wish to commend Dr. McCall for his arguments 
relative to the importance of prevention in future dental practice, and the 
emphasis which he places on dentistry for children. I thoroughly agree with 
C. Raymond Wells in his answer to Dr. McCall’s article (Journal of A.D.A. 
February, 1944), in which he says, “The child is even more important to the 
future of our country than the adult. More skill is required to treat children 
than adults, and the principles of treatment are, and forever must be, the same.” 

I feel that this discussion of Dr. McCall’s points out the one great inherent 
weakness in our system of dental education. One of the first things a Freshman 
dental student is taught is how to make a set of dentures. “False teeth” is the 
name by which they are known the world over. We should reverse the order 
and teach in the beginning the importance of taking care of the primary teeth, 
and then the care of the permanent teeth, to the fullest of our knowledge, so 
that there will never be a need for “false teeth.” 

This has been the doctrine of the American Society of Dentistry for Chil- 
dren: In the beginning we called ourselves The American Society for the 
Promotion of Dentistry for Children. Our success in the promotion of this 
most important branch of dentistry is an accomplishment which excites the 
admiration of every one. We are proud of our record, particularly as it touches 
the field of dental education. Anyone who may doubt there was a need for a 
Society for the Promotion of Dentistry for Children, need only study the 
curricula of dental schools of a few years ago, and compare them with the 
present requirements in pedodontics. 

Public health education by our profession is centered around one great 
thought, “Prevention.” All prevention in dentistry begins with the child, and 
education of the public along this line is beginning to bear fruit. The next 
great advance must come in our dental schools, with a proper evaluation of the 
many subjects a dental student is taught. The subjects relating to prevention 
and the care of the teeth of children must receive proper emphasis. Students 
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should be taught from the very beginning to respect this field of dental practice, 
and have a thorough grounding in the preservation of teeth, rather than an 
introduction into dentistry through the medium of denture construction. 
Could it be that this reverse order of education is the reason why so many 
dentists refuse to work for children? Could it be that their introduction into 
| dentistry by the “false teeth route” has caused them to stay in “false teeth 
| alley?” If so, dental educators can and must change this conception of dental 
practice. 
| FRANK L. LAMONS 


The American Medical Association has for several years, published a maga- 
zine intended for the education of the public in matters on which the medical 
profession deems itself the authority. This publication, Hygeia, is accepted 
by health workers and teachers as an essential addition to their armamentarium, 
and is conceded by physicians to be the best magazine available to them to tell 
the story of organized medicine to the laity. 

The dental profession has not heretofore had a medium similar to Hygeia, 
and its publicity is at best, no great credit to itself or its members. So it would 
seem that when a magazine specifically intended to tell the story of organized 
dentistry to the public, became available, it would be accepted quickly and 
wholeheartedly by members of the dental profession. But when such a magazine 
was published and offered to dentists last year, there was practically no support 
evidenced, and the project seemed destined to failure. However, because of the 
untiring efforts of a few persistent, believing individuals, and of some dental 
societies, a new breath of life has been injected, and Dental Pictorial is now 
about to assert its essentiality and ability to carry the message of organized 
dentistry, which is really you and me, to the public. 

Dental, Pictorial will tell our story to the public through school teachers, 
parent-teacher associations, public health workers, nurses, and public libraries. 
Weare told it will tell dentistry’s side of the question of socialized health service, 
in an honest straightforward manner, with facts—not rumors or hearsay, to back 
its statements. And, goodness knows, the dental profession needs some public 
relations experts and medium to tell its story, for as individuals, we are usually 
poor “salesmen” for our profession, to the public. 

Get behind Dental Pictorial personally, financially, and orally, and help to 
give dentistry, and especially dentistry for children, a voice so that John Q. 
Public will appreciate and esteem our high ideals. 


A.E.S. 
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Dentistry for Children: Several Important 


Aspects 
S. N. ROSENSTEIN, B.S., D.D.S. 


Assistant Professor of Dentistry, School of Dental and Oral Surgery, 
Columbia University, New York, N 








Progress has been made in the study of 
prevention of dental caries, and published 
findings show definite relationships between 
caries incidence and dietary and bio-chemical 
factors.':?:>-4 Such evidence suggests the pos- 
sibility of greater accomplishment in caries 
prevention, but until this knowledge can be 
applied universally, dental decay and its se- 
quelae will continue to occur and require our 
treatment. 

Let us, the clinicians and practitioners who 
must perform the necessary operative proce- 
dures, consider prevention from the clinical 
viewpoint, and have as our aim the preven- 
tion of loss of teeth. 

It is essential that our efforts be directed 
particularly to those in the lower age groups. 
Recent findings disclose that there was an 
appallingly high amount of dental defects 
among young draft age Selective Service Reg- 
istrants.> This situation was the direct result 
of insufficient dental care during the period 
of pre-school and school ages. The need for 
dental care in this group is great, because 
there has been much needless extraction of 
early permanent teeth and premature extrac- 
tion of primary teeth, followed by drifting 
and tilting of those adjacent, and loss of mas- 
ticating surface. This has contributed to the 
development of periodontal conditions and 
further decay, with the eventual loss of ad- 
ditional teeth. 

It is also important that we, as members 
of the dental profession, undertake to fulfill 
these needs in our offices and local commu- 
nity stations with existing facilities or addi- 
tional facilities where necessary. We must 
make this added effort at this time for two 
reasons. First, because the abnormally in- 
creased demand on the services of the re- 
maining civilian dentists may further reduce 
the treatment time afforded children. Dental 
service for children is more difficult for many 
practitioners than dentistry for adults and 
perhaps less attractive financially, although 


the latter need not be true. Fees can be ar- 
ranged which will be moderate and accept- 
able to the parents, such as a charge for each 
item of service, or a charge for each tooth 
surface filled. 

Second, it is dentistry’s obligation to pro- 
vide necessary dental care. Recent surveys in- 
dicate that this can be done under suitable 
economic conditions.*:? Unless dentistry can 
demonstrate that it will provide the neces- 
sary care for children, this service may be 
assigned to other groups, less trained in tech- 
nical procedure and in the management of 
children as dental patients. Not only will 
this flaunt dentistry’s inability to fulfill an 
important obligation to the public, but it 
may result in a lowering of the standards 
of dental service for children. We must be 
prepared to provide this needed service in 
order to prevent needless and premature 
extraction. 

How may we attain our aim of “preven- 
tion of loss of teeth” in children? 

One important principle is to recommend 
to parents that they start their children’s 
visits to the dental office at an early age: 
about 314 years appears to be a suitable age. 
By this time all of the primary teeth will 
have been erupted and functioning for one- 
half year or longer. It is advantageous, psy- 
chologically and economically, to begin the 
dental visits at this age. The initial visit can 
be a very pleasant experience for the child; 
usually only simple prophylaxis is necessary. 
If caries is present it can be detected early 
in its development; simple operative prepara- 
tion and filling are usually sufficient. Another 
advantage is that at this age most children 
are well enough developed to understand the 
words spoken by the dentist. 

A second important principle is to advo- 
cate frequent dental examinations, at inter- 
vals of four to six months. This helps to form 
the habit of dental visits. If the child patient 
is not very susceptible to caries, prophylaxis 
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and perhaps little operative work may be re- 
quired. If the child is very susceptible to 
caries, incipient carious involvements may 
be discovered and treated early, thereby pre- 
venting extensive destruction and possible 
pulp involvement. 

A third important principle is to consider 
restorations for the primary and early per- 
manent teeth as permanent. To fulfill this, 
the dentist must have confidence in his ability 
to control the child patient. The author has 
found from both clinic and office experience 
that most children soon become friendly and 
cooperative. They respond favorably to sym- 
pathetic but firm treatment. He should also 
discuss with the parents the child’s past den- 
tal history and needs. He should enlist the 
parents’ cooperation in developing a new pa- 
tient to the point where he will become in- 
terested in his visits. to the dental office. 

The dentist should realize that the fillings 
must be well placed to remain serviceable 
during the entire period that the teeth are 
retained. He should not think that because 
the teeth are primary, makeshift methods or 
temporary type fillings will suffice; he must 
not try to rush the child out of the office. If 
effort and time are to be expended on a dental 
operation in a child’s mouth, it is best to 
perform that operation efficiently and thor- 
oughly, instead of “going through the mo- 
tions” of performing it with questionable or 
unsuccessful results. It is imperative to ex- 
cavate decay carefully and completely and to 
extend cavity walls in order to remove all 
the affected dento-enamel junction area. In 
deep cavities cement bases should be placed. 
Permanent filling materials (as silver amal- 
gam, or gold if desired) should be used; not 
cements. 

Care must be exercised in cavity prepara- 
tion. There are precautions which must be 
observed, particularly in regard to primary 
teeth. In general, G. V. Black’s principles of 
cavity preparation, with necessary modifica- 
tions for compound cavities, may be fol- 
lowed. Because of the large size of the pulp 
it is not safe to cut the cavity floor too deeply 
at the isthmus of the occlusal portion and at 
the axial portion of the gingival floor. In 
order to provide for sufficient bulk of filling 
material, it is necessary to extend the width 
of the preparation to make up for its limita- 
tion in depth. Undercuts and line angles are 


helpful for added retention and resistance 
form. These should be placed where there 
will be no chance of pulp exposure. 

This same care must be exercised in the 
filling of cavities. Matrices and wedges should 
be used for all compound cavities. The manip- 
ulation of filling materials is the same for 
primary teeth as for permanent teeth. 

Because primary teeth become abraded 
quickly through attrition, “high spots” which 
were not present at the time of filling will 
appear several months after the fillings have 
been placed. To relieve these “high spots” 
will require grinding the filling, thus decreas- 
ing the bulk of filling material present. 
Should this be required several times, the re- 
maining filling material may become too thin 
to withstand masticatory stress and fracture 
may result. If the “high spots” are not re- 
lieved the resulting undue stress may also 
cause fracture. This situation can be avoided 
by providing for sufficient bulk of filling ma- 
terial during cavity preparation and finishing 
of the filling. Finally, to prevent fracture of 
newly placed fillings, the occlusion should be 
carefully checked, and the patient warned not 
to chew on that side until the next day. 

These measures will suffice for uncompli- 
cated cavities in primary and early permanent 
teeth. In many cases there will be more ex- 
tensive carious involvement necessitating 
more complicated operative procedures. Such 
cases may be grouped as follows, according 
to the extent of the carious involvement and 
treatment indicated. 

1. Cavity Sterilization. For vital primary 
and early permanent teeth with deep cavities 
where complete excavation of decay would 
result in pulp exposure. To avoid this, carious 
dentine overlying the pulp may be left. Sterili- 
zation with ammoniacal silver nitrate, re- 
duced by eugenol, should follow before com- 
pleting the cavity preparation and insertion 
of the filling.’ 

2. Pulp Capping. For primary and early 
permanent teeth with actual exposure of 
vital pulps exhibiting slight hemorrhage and 
sensitivity to touch. Pulp capping, performed 
carefully with cement, should be followed 
immediately by filling.? 

3. Pulpotomy. For vital teeth with expo- 
sures too large for simple pulp capping. In 
these teeth, the degeneration may involve 
part or all of the pulp horn; the rest of the 
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pulp tissue is vital, responding to touch with 
the explorer. After application of a local 
anesthetic, the coronal portion of the pulp 
should be removed and the pulp chamber 
and cavity sterilized and filled. The author's 
studies in pulpotomy included only primary 
teeth. Other workers have reported success 
with pulpotomy in early permanent teeth.!°:!! 

4. Root Canal Therapy. For teeth with com- 
pletely degenerated or almost completely de- 
generated pulps. The root canals and cham- 
bers are cleansed, then treated with medica- 
ments. At ‘ater visits, the root canals, cham- 
bers and « .vities are filled. In this group also 
the authors studies included only primary 
teeth. Where fistulae or roentgenographic 
evidence of pathological involvement at root 
ends or bifurcations were present, the teeth 
were considered not suitable for treatment, 
and extraction was recommended. 

In previous reports the author has dem- 
onstrated the practicability of procedures for 
these groups. It has been shown that many 
primary and early permanent teeth heretofore 
condemned to extraction may be treated and 
retained for long periods of service.*-!2 

More widespread application of these 
principles and procedures will tend to im- 
prove the quality and increase the scope of 
dental service for children. The more general 
use of these principles and procedures will 
enhance the standing of dentistry for chil- 
dren as a public health service. 
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Q—Will teething cause fever and illness in a normal healthy infant? 


A—“The symptom complex where teething is the primary or idiopathic cause 
is as follows: There is disturbance of sleep, wakefulness by night and fretfulness by 
day. There is loss of appetite and often an increase in the salivary secretion. There is 
a slight amount of catarrhal stomatitis and a constant disposition on the part of the 
child to put the fingers into the mouth so aptly described by Hippocrates as ‘itching 
of the gums’. The bowels may be upset, the temperature elevated, the weight often re- 
mains stationary for a week or two and the child may actually lose weight. The dura- 
tion of these symptoms is but a few days and requires no special treatment. Over- 
feeding at such times results in attacks of indigestion, vomiting and diarrhea. This 
is the clinical picture that may be seen in otherwise healthy children, but is not in- 
frequently more severe in the neuropathic and rachitic infant.” 


R.—Witkin, M. Teething as a disorder of infancy, its prevention and treatment. 
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to License Dental Hygienists to do 
Operative Dentistry 
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I have known Dr. John Oppie McCall and 
his excellent contributions to dentistry for 
many years and have the deepest respect and 
admiration for him but feel impelled to raise 
objections to his proposals for expanding the 
duties of dental hygienists and dental tech- 
nicians, by training and licensure. 


Dr. McCall says,' “I do not propose to take 
operative dentistry for children out of the 
hands of any dentists willing to do it and 
whose patients’ parents are willing to pay him 
proper fees for the work.” Later he says “the 
dental hygienist so trained represents a much 
smaller educational investment than the den- 
tist and the cost of her services will be well be- 
low that of the same service by a dentist.” 
These two statements seem highly contra- 
dictory. 

In his earlier article? Dr. McCall similarly 
proposes a two year training and licensing of 
dental technicians to practice prosthetic den- 
tistry at the chair as well as at the bench. They, 
however, are not to be permitted to “cut into 
vital tooth structure,” as the hygienist would 
be. In the same article Dr. McCall’s proposal 
limits the licensure for operative dentistry to 
children up to 14 years of age. 


Thus we see his assurances in both articles 
that these would be strictly limited privileges, 
granted to hygienists and technicians by the 
dental profession. 


(1) “The prevention of illegal practice will 
be legally up to the dentist with whom the 
hygienist and technician will be associated.” 
Has Dr. McCall forgotten our former ad- 
vertising but still commercial, mass-produc- 
tion-minded dental confreres who are still 
with us in abundance, awaiting just such an 
opportunity as he proposes, with their 4, 6, 
and 12 chair offices? What a “set-up” for 
such dentists, who will gladly employ any 
number of persons who can produce a profit, 
regardless of the dental results attained! 





As for the principal deterrent against 
illegal practice being! “the instillation of pro- 
fessional spirit during the course of training,” 
isn't that supposedly instilled in every dental 
student? If it is true that in 30 years, dental 
hygienists have vindicated Fones’ faith in 
them,” let us remember that the limitation of 
their license to prophylaxis in the 30 years 
has not made their employment in “commer- 
cial” dental offices practicable; but give them 
the license for some operative dentistry and 
who then will be the judge of how far they 
go? 

Once you grant these “limited” privileges 
to non-dentists, is it not natural for further 
scope to be demanded by the simple process 
of logical deduction? With the hygienist 
licensed to cut into vital teeth, why then 
should she not go on to prepare teeth for 
abutments and then the licensed technician 
take impressions and bites and make and 
place the restorations? These progressive 
steps are logical if the first, which Dr. McCall 
proposes, is. Once we have hygienists trained 
and licensed to do simple operative dentistry 
for children, then why not for adults? They 
need “cheaper” dentistry too and surely good 
operative dentistry on adult teeth can prove 
easier and less painstaking and require less 
regard for tooth anatomy than that for chil- 
dren’s teeth, Then next, specially dexterous, 
trained and licensed hygienist, to make prep- 
arations and place porcelain jackets on upper 
centrals for females in ages 19 to 25, at $13.00 
each. There are thousands of young ladies in 
that age group who need such restorations 
and cannot afford the fee a dentist earns for 
the job. Incidentally, how about a specially 
licensed hygienist to extract straight, single- 
rooted and loose teeth, after she has x-rayed 
them and her employer finds them likely to 
be simple extractions? 

No, I am not being facetious, but to em- 
phasize the extension of privileges which 
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must inevitably follow the granting of the 
beginning, which Dr. McCall now proposes, 
I am exaggerating. Indeed, between the writ- 
ing of his article for the January 1944 Journal 
of the A.D.A. and the one in the Journal of 
Dentistry for Children of November, 1944, 
Dr. McCall himself has already raised the 
“ante.” In January he proposed the age limit 
for hygienists’s operative dentistry patients as 
14 years, while less than a year later, in No- 
vember, he has raised the age limit to 18 
years and given vital statistics to justify the 
increased scope. Need we look for a better 
illustration of how such a movement would 
“snow ball” and ever demand the further wid- 
ening of its scope, than that given by the 
author of the proposal, himself? 

Neither am I a champion of the “status 
Quo,” but let us not jump off the deep end 
and make a hopeless mess of an admittedly 
bad situation, in a hasty attempt to remedy 
it. Why should the dental profession strive 
to produce a condition comparable to the un- 
satisfactory and confusing arrangement now 
existing in the optical field of medicine, where 
the public is confused and misled because 
of the existence of the fully qualified opthal- 
mologist as well as the optometrist, or licensed 
technician, (analagous to the proposed licens- 
ed dental technician? If we have any doubt 
of the impracticability of that arrangement, 
which is analagous to what Dr. McCall pro- 
poses for dentistry, just let us ask the medical 
profession. 

Because the pediatrician’s fees are high, 
does the medical profession propose a special 
brand of registered nurses to prescribe and 
treat in routine “simple” pediatrics, in the 
office of a general practitioner of medicine, 
at low fees, because her educational invest- 
ment was small? That too is analagous to 
Dr. McCall's proposals for dentistry. 

In his earlier article?, Dr. McCall points 
out, as an example for us, that the medical. 
profession has brought about the licensing of 
nurses. Yes they have, and with three years 
training, their duties in a medical practice are 
comparable to those of the dental assistant in 
a dental practice, plus the privilege of ad- 
ministering hypodermic medication in the ab- 
sence of the physician. Nevertheless, no serv- 
ices of the R. N., even under the supervision 
of an M. D., are “sold” directly to a patient 
at “cut rates,” even though her education was 


less expensive than the M.D.’s; as Dr. McCall 
proposes for the new type of licensed “op- 
erative dental hygienist.” 

The’ pathologists, bacteriologists, roentge- 
nologists and others who are satisfactorily 
working with and under the supervision of 
the M_D., all of whom Dr. McCall points to 
as an example for his proposal, require no 
license. The optometrists, chiropractors, etc., 
he says came into existence? “largely because 
of the failure of the medical profession to 
realize there might be a place for them and 
to provide that place.” Well, they are licensed 
and yet the M.D. does not see it fitting or 
proper to employ them in his practice, for 
special services, and at lower fees. 

Dr. McCall states *“This step is necessary 
for the proper discharge of the obligation of 
the dentist to the community which has given 
him the sole privilege of treating dental dis- 
ease.” Is giving up our hard won rights, the 
only way to discharge our obligation for hav- 
ing received them? 

In view of the low average incomes of 
dentists in the U.S., as revealed in every sur- 
vey taken, should we deliberately undertake 
something to lower these incomes? 

Dr. McCall says '“The dentist, . . . will 
enjoy increased income for the services he 
himself performs.” Obviously then, he pro- 
poses lowering fees for some operative den- 
tistry through hygienist-operators and for 
full and partial denture services through li- 
censed technicians, at the inequitable expense 
of increasing fees for all other dental serv- 
ices, which the dentist will render. Note that 
this proposed plan seems to carefully limit 
the licensed hygienist from encroachment 
upon the licensed technician’s field and vice 
versa, but all the encroachments upon the 
dentist’s field are termed highly desirable and 
necessary. 

Quoting Dr. McCall again, *“The dental 
profession has a clear-cut obligation —provi- 
sion of all dental services needed for oral 
and general health at the lowest cost consist- 
ent with adequate quality. If dentists do not 
find a way to offer this, some other group 
wil,” (The emphasis on these last words is 
mine.) “I only add that mail order dentures 
or the equivalent may not be so easy to deal 
with in the future if the dental profession 
does not come forward with a concrete. plan. 
Even with the best that can be done in the 








yo 








Journal of Dentistry for Children 21 


way of reducing costs by revising the mech- 
anisms for giving service, it is inevitable 
that, for a considerable group, dental service 
must be subsidized.” It is purely defeatist at- 
titude to say that we must relinquish half our 
hard won rights if we would retain any of 
them. Certainly the licensing of these hygien- 
ists and technicians, which is all that is re- 
quested just now, as a beginning, would pro- 
vide the wherewithal for this “Some other 
group”, vaguely mentioned above, to invade 
the field of private dental practice. 

If, as Dr. McCall suggests, it is inevitable 
that subsidized dental service must be offered 
for a considerable group, then let it be pub- 
licly and forthrightly subsidized —not sub- 
sidized exclusively by the dental profession. 

Further quoting Dr. McCall, “Experience 
shows us that an extremely large number of 
practicing dentists’ are unwilling to care for 
children. We cannot expect this condition 
to change.” We must PLAN and TAKE AC- 
TION to make it change, as I have written 
elsewhere. My suggestions in this direction 
may be meager, but at least offer a concrete 
beginning in action in a forward direction, 
rather than going backwards. If we are to 
change the status of the dental profession, 
let it not be like marriage, “for better or 
worse,” but only for the better. 

Dr. McCall suggests the dentist will have 
his own technician, a hygienist and a dental 
assistant and in his office will be at least three 
dental chairs. How about our colleagues, who 
will be returning from the armed forces in 
the years to come? Does this imply that they 
had better be prepared to set up an office 
with three chairs, a hygienist, a technician 
and a dental assistant, if they would keep up 
with those of us who stayed at home? Surely 
many of our present civilian dentists will be 
financially, if not morally, ready to go all out 
for this plan on “V” day and probably just 
about ready to spend half their office hours 
relaxing in a supervisory capacity, in a “super 
dental office,” while the “staff” is producing 
an income. 

In summary, I believe that once you ac- 
cept the premise that it is desirable and prac- 
ticable to train and license in two years, “op- 
erative dental hygienists” and technicians, for 
any one or two phases of dental service, then 
you have irretrievably opened the gate for a 
logical progression. This would inevitably 


mean the training and licensing of many 
kinds of hygienists and technicians, as “two 
year specialists” for each single. phase of 
complete dental practice. Then indeed we 
will need few dentists, since one dentist could 
supervise many of these “two-year wonders” 
and we could proclaim to the world that we 
are sorry and repentant because dental fees 
have been so high and are prepared to atone 
by providing an abundance of “junior den- 
tists” who, under our supervision, will pro- 
vide the same services as we, but at lower 
fees. 

Perhaps that sounds fantastic and we are 
positive that no reputable organization of 
dentists would tolerate any so-called logical 
sequence of events. However, once the public 
accepts this first portion of proposed low- 
rate dental service, based upon our approval 
of it, you and I can never resist their de- 
mands for expansion of these services. The 
former opponents of Social Security Laws 
will readily testify now to the fact that you 
dare not think of reducing these benefits, but 
rather must extend and increase them. 

Acknowledging that dental services must 
be subsidized for a group of our population, 
then let it be publicly and forthrightly done, 
rather than by encroachments upon the den- 
tist’s domain, which would make the dental 
profession and their few more fortunate pa- 
tients shoulder the subsidy alone. 

I know well that my interests in improv- 
ing dental standards and dentistry’s rights are 
dwarfed beside the profound and lengthy de- 
votion Dr. McCall has unstintingly given 
these problems for so many years and am 
fully cognizant of the deep sincerity of his 
convictions in the tremendous obligations of 
the dental profession to oral and general 
health, but in these new proposals it seems 
to me that he is carried away by the tide of 
his enthusiasm and overlooks all the hazards 
along the stream. 


609 Western Ave., Albany, N. Y. 
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There is current a popular though incor- 
rect saying that is used frequently and un- 
critically by both the medical and dental pro- 
fessions: “A tooth for every child.” In the 
face of good evidence to the contrary, this 
saying has been strengthened through un- 
questioning reiterations which has led to 
irrational therapy. , 

The aphorism was originally based upon 
a number of erroneous concepts which have 
since been corrected by scientific investiga- 
tions, The first of these is that calcium with- 
drawal is possible from the teeth just as it is 
possible from the bones. Since the bone acts 
as a storehouse of calcium to be drawn upon 
when the need arises in the organism, many 
men have placed the teeth in the same cate- 
gory, forgetting that while the bone is a vital 
cellular structure, both enamel and dentin are 
avascular and acellular. In fact, enamel is a 
dead structure not even having encapsulated 
within its substance protoplasmic processes 
(dentinal tubules) as does the dentin. Cal- 
cium withdrawal is made possible from the 
bone not through any mysterious process of 
decalcification but by the process of resorp- 
tion by osteoclasis. For this process to occur, 
the tissue must be vascular and cells must be 
in close approximation to it. These condi- 
tions obtain only to a very limited degree in 
the dentin and are absent in the enamel. In 
fact, physiologic resorption occurs only in 
the deciduous teeth. The fundamental dif- 
ferences between bone and teeth are com- 
pletely disregarded in the concept that 
calcium withdrawal is possible from the 
teeth. There is no evidence to support this 
assumption nor any scientific mechanism to 
explain it. 

The second misconception upon which the 
saying is based is that caries is related to 
calcium metabolism. The mechanism of this 
relationship is not made clear by any adher- 
ents to this theory and none has been estab- 


*From The Journal of the Michigan State Dental Society. 


lished. Caries is certainly not caused by an 
internal withdrawal of calcium from the 
teeth. Caries is a bacterial infection of the 
enamel and dentin and begins at the surface 
of the tooth, 

The calcium needs of the mother are in- 
creased during pregnancy. The fetus is a para- 
site which lives upon the mother and obtains 
its nourishment directly through the blood 
stream, regardless of whether its dietary ele- 
ments are ingested by the mother or taken 
from the mother’s tissues. However, the total 
amount needed by the fetus is relatively small 
in relation to the total body calcium of the 
mother. 

The full-term infant weighing 3,000 
grams contains approximately 24 grams of 
calcium. The average woman has 2,000 to 
2,500 grams of calcium, of which 97-98 per 
cent is within the bones and less than 1 per 
cent in the teeth, The total calcium need of 
the fetus is therefore 1 per cent of the moth- 
er’s storehouse. Such a drain is not serious. 
However, for the safety of the general health 
of both the mother and infant it is essential 
that the calcium intake of the pregnant 
woman be increased to a minimum of 1.5 
grams per day. 

Under various conditions 10 to 40 per cent 
of the calcium is retained, so that during the 
last five months of pregnancy the mother re- 
tains at least the amount of calcium needed 
by the fetus. Usually an excess is retained and 
stored in the maternal reserves. There is no 
reason to believe that, except under severe 
dietary restrictions the fetal calcium needs 
must be obtained from the maternal reserves 
in the skeleton. It certainly cannot be ob- 
tained from the teeth. However, since the 
alveolar bone which supports the teeth is the 
most viable of bone, it is possible that the 
alveolar bone might suffer first in cases where 
calcium must be obtained from the osseous 
structures because of a failure to absorb it by 
way of the gastro-intestinal tract. Intraoral 
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x-rays of pregnant women do not support 
the thesis that bone destruction is common 
during pregnancy. As a matter of fact, the 
literature does not contain any evidence that 
alveolar destruction is more common during 
pregnancy than at other times. 

There is no question that the pregnant 


mother should have good dental attention,. 


but there is no reason to believe that she 
will nonetheless suffer unduly from dental 
disease as a result of her pregnancy. The in- 
cidence of caries and periodontal disease dur- 
ing pregnancy is no more nor less than during 
the non-pregnant period. The statement “A 
tooth for every child” is a dental myth. 

The relationship between pregnancy and 
caries has often been pointed out by both 
physician and dentist to the pregnant mother. 
As a result, she has come to expect the loss 
of a tooth or many teeth as an additional 
sacrifice which she must bear for her unborn 
child. Clinical investigations reveal the fact 
that caries is no more prevalent in pregnant 
than in non-pregnant women of the same 


age. This does not mean that caries does not 
occur in pregnant women. But when it does 
occur to any unusual degree it can almost 
always be related to the poor oral hygiene 
associated with the sordes and acid metabo- 
lites from the nausea and vomiting and with 
the general lassitude of the pregnant mother. 

Gingival involvements do occur in a rel- 
atively mild form (pregnancy gingivitis) 
during pregnancy, due either to the above- 
mentioned local factors, or to the temporary 
endocrine imbalance. This gingival condition 
is neither serious nor difficult to eradicate, 
and normally disappears after term. 

While periodontal disease, especially alve- 
olar atrophy, is theoretically possible during 
the pregnancy period, it is actually rarely 
associated primarily with the pregnancy and 
then only when other and more direct etio- 
logic factors in the production of periodontal 
disease are present. The vague and uncritical 
use of “disturbed calcium metabolism” should 
nct be invoked to “prove” any such hypo- 
thetical relationship. 





























Dental Pictorial 


The first issue of Dental Pictorial, the American Dental Association's little magazine for 
the laity, will be published March 1, 1945. This is good news to the many dentists who 
subscribed for the magazine when it was first proposed two years ago. 

For the benefit of the original subscribers whose continued faith in Dental Pictorial has 
made the publication possible and for the information of all dentists interested in dental health 
education, Pictorial’s editorial staff has issued the following announcement: 

The first issue of Dental Pictorial is scheduled for March 1, 1945. All existing subscriptions 
will begin on that date. The magazine will be published quarterly—January, March, May and 
October—instead of bi-monthly as originally planned. 

In all other respects Dental Pictorial remains the same. It is a twenty page dental health 
educational magazine designed to meet the layman’s need for authoritative information on 
dental health and related subjects. It is printed in two colors and has a page size of approximately 
6%4"x9". It will rely heavily upon illustrations to present its message. It will carry no adver- 
tising. The annual subscription price is $0.50 or $1.00 for two years. 

Its contents will be especially designed for educators and public health workers so that it 


may be used as source material in teaching dental health to children. This will not preclude its 
use by others as it will be written in plain, non-technical language and be attractively illustrated. 

In addition to furnishing information on basic dental health subjects, Pictorial may be used 
as a vehicle to acquaint the public with dentistry’s official viewpoints on vital dento-social sub- 
jects. It will also furnish the laity with the latest information relative to dentifrices, mouth- 
washes, toothbrushes and other oral hygiene producs. 

It is believed that Dental Pictorial can be made self-supporting on a 25,000 annual subscrip- 
tion basis. Naturally, it is imperative to reach that figure at the earliest possible date. The 
quickest and most effective means of obtaining the necessary subscription is through compo- 
nent dental society cooperation. The logical agency to sponsor Dental Pictorial in each com- 
munity is the component society. It is suggested therefore that each component society purchase 
a block of subscriptions and have them mailed in the name of the society to key educators and 
health workers in the community. Individual dentists, teachers, health workers and others can, 
of course, purchase as many subscriptions as they wish. However, the purchase of block subscrip- 
tions by component dental societies is most desirable as such cooperation will quickly increase 
the Pictorial’s circulation and effectiveness. 

Dental Pictorial’s staff takes this opportunity to thank all original subscribers for their 
patience and continued interest. Many obstacles had to be overcome before Picorial became a 
reality. It is sincerely hoped that future issues will substantiate your faith and that through our 
united efforts Dental Pictorial will become a potent factor in public dental health education. 
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WALTER C. MCBRIDE 


A History of the American Society of 
Dentistry for Children 








II 





To Dr. Samuel D. Harris, Detroit, is due 
credit for the conception and organization of 
the American Society of Dentistry for Chil- 
dren, originally named the American Society 
for the Promotion of Dentistry for Children. 

When Sam was an interne at the Forsyth 
Dental Infirmary in 1925 he conceived the 
idea that if all the segregated and specialized 
interests in children’s dentistry could be gath- 
ered into an active society, “knowledge in 
this field could be enlarged and better co- 
ordinated. It also would serve to interest the 
active participation of dental schools and 
dental societies and thus give considerable 
impetus to the movement for early care and 
prevention.” 

Upon leaving Forsyth, Dr. Harris, having 
fortified himself with the backing and 
encouragement of Dr. DeLabarre, a Boston 
orthodontist, and Dr. Cross, Director at For- 
syth, began to lay plans for a national or- 
ganization with the inclusion of several 
sectional groups as experimental units and 
stepping stones. 

Forthwith, he and the late Dr. A. C. 
Thompson, then head of the Detroit Board 
of Health, enlisted the interest of local men 
and on December 14, 1928, they met and 
organized the Detroit Pedodontic Study Club. 
This club commendably served its experi- 
mental purpose and went out of existence 
only upon organization of the national group 
in October, 1928. 

In pursuing outside interest for a national 
group it was learned that at the Milwaukee 
meeting in 1921 a luncheon was held for all 
those interested in children’s work and a tem- 
porary organization was effected with Dr. 
Thomas McCrum of Kansas City as chair- 
man. Dr. Paul Barker of Denver was named 
secretary. The general idea of this meeting 
was that those concerned would formulate a 
group and meet annually at the ADA con- 
vention for an exchange of ideas. “We met 
again,” said Dr. McCrum, “in the next year 


at the Los Angeles meeting and prepared a 
half day program in the Mouth Hygiene ses- 
sion. We had a splendid organization and 
attendance. Dr. Barker of Denver was elected 


secretary and myself chairman again. We de- - 


cided upon the name of “The American So- 
ciety of Pedodontists.’ 

“At this meeting there were eleven present 
and all but four were from California. The 
next year at Dallas I was chairman of the 
Mouth Hygiene section and attempted to 
have a meeting again but there were so few 
present that we could not do anything and 
as there were so few specializing for chil- 
dren, we thought it best not to try to hold 
a meeting every year. The society has since 
been dormant.” 

The general criticism of that organization, 
and which was later revealed as the reason 
for its failure, was the limitation of its mem- 
bership. Only pededontists in private prac- 
tice could belong, even teachers in schools— 
though few there were at that time—and 
Directors of Children’s Foundations, as well 
as Boards of Health, were excluded. 

The late Dr. Thomas of Minneapolis, a 
member of the original group, as well as 
others, felt that either the revival of the or- 
ganization or a new one should be effected. 
Far-seeing and general “smoother-outer,” Dr. 
John Gurley of San Francisco gave the sage- 
like answer to the problem in writing, “Let’s 
be honest with the children and with den- 
tistry and not attempt to set ourselves apart, 
but take all those who are interested in the 
work.” 

The American Dental Association meeting 
in Detroit was finally decided to be the favor- 
able time to attempt another organization on 
this new and liberal basis, thus inviting all 
those in dentistry who were at all interested 
in dental care for children. In preparation 
for it. Dr. Harris placed notices in all the 
current magazines and the Detroit Pedodontic 
Study Club laid plans for sponsorship of the 
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luncheon meeting. 

At the organization luncheon held at the 
Oriole Terrace, Detroit, October 28, 1927, 
56 persons were in attendance. Dr. Thaddeus 
P. Hyatt served as temporary chairman. The 
suggested constitution was adopted with the 
exception of the proposed name. The pro- 
posed “American Pedodontic Society” was 
changed at the suggestion of Dr. Rhobotham; 
Chicago, to read, “The American Society for 
Promotion of Dentistry for Children.” He 
felt, and the group expressed their like sen- 
timent by so voting, that this name would 
attract a greater membership among the gen- 
eral practitioners and would obviate any con- 
nection, and thereby confusion, with the for- 
mer organization. 

The only ill reflection the writer has on 
this luncheon and original meeting is that in 
making plans he completely overlooked the 
very important economic matter of detailing 
someone to collect the luncheon fee. Conse- 
quently, when the guests had departed and 
he was approached with the check, he de- 
pleted the exchequer of the local Study Club 
and, as well, practically made himself desti- 
tute supplying the balance. When the ADA 
comes to Detroit again he swears he will ar- 
range a repeat luncheon for this famous fam- 
ily of 56 and charge ’em double for the 
victuals! ! 

It is quite interesting to note that during 
its first year the president of the new or- 
ganization received a letter from Dr. N. Tally 
Ballou, Director of the Virginia State Depart- 
ment of Health, and then chairman of the 
Preventive Dentistry Section of the ADA, in 
which he stated: “Preventive dentistry is, in 
the final analysis, children’s dentistry, and 
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with that thought in mind, I'd like to invite 
you, as the first president, to prepare the 
program of this section for the forthcoming 
meeting.” Thereafter, and to this date, the 
ADA section has been synonomous with chil- 
dren's dentistry and there is an harmonious 
unwritten agreement among its members 
that its chairmanship will be alternated be- 
tween men active in public health work and 
those active in children’s dentistry, either in 
practice or as teachers. 

For those who may be interested, the 
presidents of the organization thus far have 


been: 


l: Walter C. MeBride.. 2. ..0.0..4. 1927 
2. F. Blaine Rhobotham .......... 1928 
3. Feank Delabatre ...... 232... 1929 
4, Jolin €: Guile... eee. cau hase 1930 
Sy Bo Pe SGGdteh.c5.. ere 1931 
Ge Seep Pea RiG) 552k nko he ee 1932 
7. Vhaddeus P. Hyate-........6...-. 1953 
& Fiaidie Weeks: . <0 cecs eee 1934 
pa lt CL) Sara ae er ae? 1935 
10: Chatles: Sweet: ...... 5... 0c. .. 1936 
Dis Biekn Retipone oo eo beech .. 1937 
12. Blayd: Hogeboomi=............:. 1998 
13. John Brauer seas dal eee 
14. Konrad Lux ... 1940 
15. Frank Lamons fon .. 1941 
16. Ralph Ireland oe: 1942 


At this writing the American Society of 
Dentistry for Children has a membership of 
480 and its finances are in a healthy state. 
The Journal, as you have observed, is in good 
hands, and its present official family assuredly 
has not been found wanting. 


660 Fisher Bldg., 
Detroit 2, Michigan. 


Q—When are all the primary teeth erupted? 


eruption of the upper and lower primary second molars. Usually at 2-30 months of 


age. 


125, from chart. ) 
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A.—"The primary or deciduous dentition of children is completed with the 
R.—Kronfeld, Rudolph. Dental histology and comparative dental anatomy. (p. 
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(Continued from Page 5) 
should be treated and which cases will be 
safe to allow Nature to work unhampered 
for a longer period of time. 

I believe that easily half of the cases com- 
ing to an orthodontist should be put under 
observation before any treatment is instigated. 
Many of these border line cases will develop 
normally without treatment and the balance 
on the border line can well wait until a later 
date when we may be more sure of our prog- 
nosis. Casts, x-rays and photographs made at 
the first visit are of definite value in de- 
termining the rapidity and extent of growth 
taking place through natural causes, and are 
a great aid in determining whether or not 
artificial means of stimulation are necessary. 

If the child patient is given this careful and 
interested attention, orthodontic treatment, 
should it be found necessary, can be started at 
the most advantageous period, rather than 
wating until the anomaly has developed to 
the maximum. When we note that there is 
an interference with function, which is re- 
tarding normal development, we may then 
be safe in assuming that orthodontic treat- 
ment is warranted. 

The general dentist who first comes in con- 
tact with the child should be keenly alert 
to any symptoms which would indicate an 
anomaly, for at its inception, it may be a 
simple procedure for correction, but later may 
be a severe complication which would pre- 
vent a very definite negative prognosis. When 
examining a child’s month, it is most im- 
portant for the dentist to examine him with 
his teeth in occlusion. Malocclusions are often 
over-looked because the dentist examines the 
child only with the mouth open. 

There are many problems which daily con- 
front the dentist in the care of children’s 
teeth and on these perplexities we must be 
able to give the patient our best advice. 

A few of these problems may be listed as 
follows: 

1. Premature loss of primary teeth may 
eventually cause a serious orthodontic 
problem. Maintenance of this space by 
the dentist may entirely prevent a mal- 
formation. 

2. First molars may become impacted be- 
neath the second primary molars caus- 
ing an early loss of these teeth. This 
results in a forward drifting of the first 
molar tooth which could be prevented 
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by the dentist if recognized early enough. 
In cases of necessary extraction of second 
primary molars, a retaining appliance 
should be placed on the first primary 
molars to prevent forward drifting of the 
first permanent molars. 

Cavities on the approximal surfaces of 
the primary teeth may allow a forward 
drifting of the posterior teeth with an 
eventual lack of room for the eruption 
of the bicuspid and cuspid teeth. Norm- 
al approximal contacts of the primary 
teeth should be restored. 


. Radiographs should be taken of the pri- 


mary teeth to determine whether the 
roots are resorbing normally. One root 
may resorb while the other may remain 
of full length and the succeeding tooth 
may be mal-directed in its growth be- 
cause of too long retention of the pri- 
mary tooth. Extraction should be ad- 
vised at the proper time. 

Primary molars may become submerged. 
This submersion may become more pro- 
nounced because of a faulty contact with 
the adjacent teeth. Radiographs will de- 
termine whether the succeeding tooth is 
present. If not, it is sometimes advisable 
to build up the occlusal surface with a 
porcelain jacket or a gold onlay on the 
top of these primary teeth to prevent 
further submersion, to bring them into 
the proper contact with the adjacent 
teeth, and thus to develop a serviceable 
occlusion. 

Impaction of canines, and first, second 
and third molars frequently appear. It 
is the responsibility of the dentist to seek 
these by radiographing and to advise the 
patient as to the best procedure to follow. 


. Supernumerary teeth, as well as missing 


teeth, should be discovered by the dentist 
and the patient so advised. Retention of 
the supernumerary teeth may frequently 
cause orthodontic mal-formation which 
could be prevented by an early extrac- 
tion. A radiographic examination of 
all young patients is most essential. 

What should be done with broken an- 
terior teeth in a growing child where 
the pulp is exposed but the roots are not 
completely formed? Dr. C. J. Robertson 
of New York City gave the following 
description of a case of this type which 
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has been under his care. He reports one 
case of a child with a broken upper right 
central incisor; child seven and a half 
years of age; root about half formed; 
large apical opening; pulp exposed and 
partially devitalized. During the next 
three years the root formed to a com- 
pletely normal apex. 

The treatment was described in the 
May, 1937 issue of the International 
Journal of Orthodontics and Oral Sur- 
gery, as follows: 

“Under novocain the portion of the 
pulp in the crown was removed with a 
spoon excavator. Hemorrhage was stop- 
ped by applying a ten percent solution 
of adrenalin. A thick paste of iodoform, 
zinc-oxide and oil of cloves was mixed 
and a small piece of cotton was thor- 
oughly saturated with the paste and 
placed in the pulp chamber in contact 
with the live pulp tissue in the root. The 
opening was then sealed with cement. 
Treatment allowed to remain one week 
and then replaced with same treatment 
and allowed to remain four weeks. The 
tooth was again opened and dried of 
serum, which was present. Any dead 
pulp tissue was removed and another 
dressing placed to remain for four 
months. Thereafter the dressing was 
changed every four months at which 
time the canal was thoroughly dried and 
any degenerated pulp removed so dress- 
ing would rest on live pulp.” 

This is a problem of importance in 
prevention as there has formerly been no 
other apparent alternative but extraction. 
I regret to say that some orthodontists 
in this country have advocated the re- 
moval of upper and lower first molar 
teeth to relieve orthodontic problems. I 
believe this is most unsound treatment 
and should be opposed by the dental pro- 
fession. There are occasions when bi- 
cuspid teeth should be removed to re- 
lieve a crowded condition which cannot 
be remedied through growth because of 
the limitation of growth in that particu- 
lar individual, but these cases must be 
very carefully selected and must be fol- 
lowed by a definite, careful and scien- 
tific orthodontic treatment. Otherwise, 
tipping of adjacent teeth and eventual 
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detriment will result. 

Occasionally the removal of an upper 

second molar to relieve a third molar im- 
paction may be justified, but this should 
be done only after careful radiographic 
examination and only when a fairly good 
prognosis can be given. 
Many patients have been led to believe 
that an orthodontist can produce a chin 
for a child. It is true that the mandible 
may be moved forward to some ex- 
tent in its growth but if there is a lack of 
growth of the symphysis of the mandible 
it is impossible for an orthodontist to 
produce that growth thru the movement 
of the teeth. The dentist and the ortho- 
dontist must be careful not to promise a 
patient the development of a chin if that 
child has a definitely receding chin when 
treatment is begun, for the same type of 
chin will remain present after treatment 
is completed. The forward growth of the 
mandible and the reduction of protru- 
sion may make a very different profile 
but there will not be a definite growth 
of the protuberance of the chin. 


. Excessive over-bites are a problem which 


constantly face the dentist and are a 
daily problem of the orthodontist. Many 
excessive over-bites can be treated and 
the growth maintained with no difficulty. 
In other cases, perhaps because of muscle 
pressures, it is difficult to maintain the 
normal over-bite after the excessive over- 
bite has been corrected. There is a con- 
siderable difference in treating an ex- 
cessive over-bite in which the case is in 
a Class II mal-occlusion, (the lower teeth 
being distal to their normal mesio-distal 
relation to the uppers) and in treating an 
excessive over-bite in which the mesio- 
distal relation of the arches is normal. It 
is my opinion that a most careful study 
of the face is very essential in determin- 
ing when these cases should be placed 
under orthodontic treatment. 

The first type (Class II mal-occlusion) 
should generally be started before all of 
the permanent teeth have erupted; while 
the second type, in my opinion, should 
be started after the bicuspid teeth have 
come into occlusion. 

Class III cases—(protrusion of the man- 
dible and the mandibular teeth) should 








in my opinion be treated very early if 
we are to develop a normal pleasing 
facial profile. Many of these cases should 
be started as early as four or five years 
of age, bringing the primary teeth into 
a normal balance and harmony after 
which the child may be allowed to grow 
and develop a pleasing facial balance. 
While many of these cases are treated at 
a later date and the teeth are brought 
into a good occlusion, the face, in my ex- 
perience, has not improved to the ex- 
tent that was desired. 


14. Open-bite conditions are also a problem 
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facing the dentist and the orthodontist. 
Many of these cases are a result of thumb 
sucking and lip biting. In practically all 
of these cases the patient will be found 
to be placing the tongue between the 
upper and lower teeth in the act of swal- 
lowing. The orthodontist can correct 
these cases but the retention depends 
very largely upon being able to over- 
come the habit of placing the tongue be- 
tween the upper and lower teeth. If this 
habit is not overcome the open bite con- 
dition will return after orthodontic treat- 
ment. These cases need watching long 
after treatment. 

In many cases the orthodontist is able 
to assist the dentist in the treatment of 
adult cases in the preparation for bridge- 
work or prosthetic restorations. Judg- 
ment must be exercised in regard to the 
extent of movement of teeth which can 
be tolerated in respect to bone growth, 
muscle changes, etc. 

The above conditions will plainly 
show to you that we must be extremely 
careful in the promises that are made to 
our patients, and that we must be most 
conscientious in the advice which is 
given to them. 

I hope that through this presentation, 
we may realize more fully that the prob- 
lems of growth in children are problems 
which must be met first by the general 
practitioner of dentistry. It is our hope 
that dental students may be so educated 
that they may recognize these problems 
and be sufficiently familiar with this 
field to be able to competently advise 
their patients. 

It is my belief that the general dentist 
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should be able to give competent advice 
on the problems of growth in children, 
but if he has not sufficiently studied this 
subject, then he should seek other advice 
and not feel safe in assuming that “Na- 
ture will likely take care of it” or in ad- 
vising the patient that “it can be cared 
for after the permanent teeth erupt,” for 
that may be very wrong advice in cer- 
tain cases. Our responsibility is too great 
for us to give advice to those who trust 
us, unless we are very sure that our ad- 
vice is founded on the very latest find- 
ings in that field. 

Growth problems should be taken care 
of at the time when Nature should nor- 
mally be getting that growth and not 
after the growth period has passed. If 
Nature has been inhibited for some rea- 
son, it then becomes our joint respon- 
siblity, first, to find out just what that 
inhibition is and, second, just what and 
when something should be done about 
it. 

41 East 57th Street, 
New York City, 22. 
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